Arkansas Psychology Board

2.12

101 East Capito! Avenue, Suite 415 = Little Rock, AR » 72201
Phone: 501.682.6167 = Fax: 501.682.6165

www.psychologyboard.arkansas.gov
Email: APBinfo@arkansas.gov

‘ Appllcant Name.

Name and Address of Institution (agency, hospital, clinic, etc.) where supervised training was recelved

City: State: ZIP Code:

County: Phone: | Fax:

APA Accredited [ lYes [No APPEC Member []Yes []No
Primary Supervisor. < 1 State: License #:
Secondary Supervisor: Ul State: License #

Dates of Post-Doctoral Tramn‘ig" .Fro'r"n_:__ i To:
Full Time: []Yes [] No If yes # of hours # of weeks
Part Time: []Yes [ No I yes, # of hours: # of weeks

Total Number of Clock Hours Worked Under Supervision:

Total Number of Clock Hours of Face-to-Face Supervision:

Additional Hours of Group Supervision:

In the space below, please describe supervised activities, including, as applicable, the names of tests used, amount
and type of counsetmg or ‘psychotherapy expenence school or industrial consultation, and the applicant’s level of

competence in each-atctivity. If additional space is needed, please attach a separate sheet.

| hereby attest that all the above information is true and correct to the best of my knowledge.

Supervisor's Signature

APB - Psych
Updated 3/2009

Title

License # Date



